Monitors do not replace eternal vigilance offered by anaesthesiologists and may not prevent all adverse incidents and accidents; however, they give an early warning that the condition of patient is deteriorating. Capnography in our patient helped in averting a catastrophic event. Clinical examination of respiratory movements during anaesthesia may not be always feasible since the patient is draped, covered with warmer and screen is placed. In a patient on oxygen therapy, hypoxia may occur late. In our patient, that could be the reason for the oxygen saturation being maintained. Simultaneous administration of oxygen with capnometry leads to dilution of carbon dioxide by oxygen. A discrepancy of EtCO 2 and PaCO 2 can occur, although a flow rate ≥6 lpm through nasal cannula does not interfere with the accuracy of EtCO 2 measurement. [6] The exact value of EtCO 2 may not be reliable at lower flow rates, but the trend and graph provide adequate information. [7] In our case, continuous monitoring of capnography showing sudden disappearance raised a suspicion, and on clinical examination, the patient was found to be apnoeic. There are recommendations that capnometry be done in patients under regional anaesthesia if sedation is given. [2] During spinal anaesthesia, dreaded complications though rare do occur and assessment of ventilation using capnography may enhance patient's safety. Thus, we suggest end-tidal CO 2 monitoring as a simple, practical and cost-effective equipment which may be used for all surgeries under spinal anaesthesia.
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Erector spinae plane block an effective block for post-operative analgesia in modified radical mastectomy Sir,
Ultrasound-guided erector spinae plane (US-ESP) block is a novel analgesic technique, in which local anaesthetic is injected into fascial plane deep to erector spinae muscle. It is possible to block the dorsal and ventral rami of the spinal nerve depending on the level of injection and amount of local anaesthetic injected. The drug spreads in craniocaudal fashion over several levels as the erector spinae fascia extends from nuchal fascia cranially to the sacrum caudally. [1] Forero et al. recently described US-ESP block for thoracic neuropathic pain. [2] This block could be effective in both acute post-operative thoracic and abdominal surgeries and also neuropathic pain in these regions. [3] We report here a series of 5 cases, in which this block was used for post-operative analgesia in patients undergoing modified radical mastectomy. We selected 5 patients of the American Society of Anesthesiologists grade 1 or 2 between age group 35 and 50 years posted for either left or right modified radical mastectomy (MRM). All the patients gave written informed consent for the procedure. Patients were given US-ESP block followed by general anaesthesia. With patients in sitting position depending on the surgical side, left-or right-sided ESP block was given using a high-frequency linear US transducer (Fujifilm Sonosite, Bothwell, USA). The probe was placed in longitudinal orientation lateral to the thoracic fifth spinous process. Then, trapezius, rhomboideus major and erector spinae were identified from the surface [ Figure 1 ]. We deposited 25 ml 0.25% bupivacaine into interfascial plane between rhomboideus major and erector spinae muscle [ Figure 1 ]. After checking for sensory dermatome from 2 nd thoracic vertebrae to 8 th thoracic vertebrae, general anaesthesia was given to the patient. The intraoperative course was uneventful, and post-operative period, no additional analgesic was given. All the patients were followed post-operatively for 8 h, in which every 2 h pain was rated on 11-point rating by Numerical Rating Scale, patients were asked to circle the number between 0 and 10 (0 no pain and 10 worst pain). Four out of 5 patients had the pain score between 2 and 4 at different time intervals and they did not require any additional analgesia [ Table 1 ]. One patient had pain score 6 when assessed at 4 th h and was given rescue analgesia post-operatively [ Financial support and sponsorship Nil. 
